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Nephrology trainee recruitment is essential if we are to
address the shortage of nephrologists in countries such as
the USA, Canada, the UK and Australia. This Australian study
determines barriers, following clinical exposure, to trainees’
pursuing a career in nephrology.
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The truth does not change according to our ability to
stomach it.
— Flannery O’Connor (1925–1964)
The United States of America, Canada, the United Kingdom,
and Australia are some of the countries facing a workforce
shortage of nephrologists.1–3 The Australian situation is dire
with increasing dependency on overseas-trained doctors to fill
training posts. Similar to the United States of America in the
late 1990s, this workforce shortage results from insufficient
trainee recruitment rather than from retention failure.
Despite this, limited Australian4 and little or no interna-
tional research-based evidence has been gathered to address
why nephrology is a less popular career choice. In 2005, we
sought to identify the barriers and motivators for pursuing a
career in renal medicine by sending a questionnaire (http://
notes.med.unsw.edu.au/StGRenalWeb.nsf/resources/Research/
$file/SurveyJune05.doc) to all physician trainees eligible to
sit the clinical component of the Royal Australasian College
of Physicians examination. Success in this examination
immediately precedes entry into medical subspecialty
training.
The survey instrument and quantitative analysis of the
categorical data has been published elsewhere.4 Eight free text
questions were included, one seeking reasons for either
excluding or considering renal medicine as a career. Our
qualitative findings from the free text responses to the
questionnaire were considered for two subgroups: first, of
109 respondents who had prior experience in renal medicine
(a recognized career driver) yet planned to pursue an
alternative career, 102 (94%) defended and provided insights
into their career decision away from nephrology. The second
group comprised 40 respondents (33 of whom had prior
renal exposure) who nominated nephrology within their top
three career options. Analyses of the free text responses were
performed using NVIVO 7, a qualitative software package. A
dimensional coding strategy was used and emergent themes
identified. Results were prioritized on the basis of the number
of respondents citing a particular issue. The aim of the study
was to capitalize on the respondent’s narrative freedom
providing a breadth of understanding around career-
influencing factors in renal medicine.
Within the first group, four main barriers emerged as the
reasons nephrology was excluded as a future career (see Box 1).
Two central issues led trainees to exclude renal medicine as
a career option. A negative impression of the career
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developed during a nephrology rotation and/or experienced
or perceived future workforce concerns.
A simple word frequency analysis of comments concern-
ing their experience in nephrology were ‘demanding,’
‘depressing,’ ‘problems,’ ‘sick,’ ‘complex,’ and ‘dependent.’
A sense of frustration and apathy was expressed by this
group with the requirement to work within a perceived
disorganized, complex medical system. Resentment was felt
with perceived excessive, mundane clerical duties, yet at the
other end of the spectrum, respondents found caring for very
unwell patients overwhelming. Negative patient encounters
were generally drawn from experiences with medically
complex in-center dialysis patients. Trainees described their
lifestyle and personal time as being affected by negative
patient characteristics and personality traits such as ‘demand-
ing,’ ‘poorly compliant,’ ‘dependent,’ ‘difficult,’ ‘rude,’ and
‘institutionalized.’ Trainees complained of not feeling valued
by staff or patients. Vascular access issues exemplified the
frustration of needing to rely on other teams and technology
to treat patients under the care of the renal team.
Along with the sense of irritation and frustration was a
theme of ‘hopelessness’ surrounding experiences with
dialysis. Nephrology patients were perceived to have a poor
prognosis, detracting from the trainees’ sense of hope; this
contrasted with reference to other specialties, such as
endocrinology, which, despite a similar chronic disease
profile, were perceived as adopting a preventive approach.
Dialysis was identified as sad and unrewarding and offering a
poor quality of life to patient groups, for example,
‘I believe that nephrologists work with people who are
doomed to die and it is a depressing specialty.’ Trainee
XJ11
(this person’s first career choice was medical oncology!)
Workforce issues were cited by many (n¼ 85) as the
reason for excluding nephrology as a career option with the
workload burden constituting a central theme. Respondents
frequently made reference to work stress, being excessively
busy and overwhelmed by excessive on-call and overtime
requirements. Consultant ‘burnout’ and staff shortages were
described as negatively affecting the trainees’ experiences in
nephrology.
The unpredictability of work hours and the social and
personal difficulties arising from lack of time control were
emphasized, as was the direct impact of workload on leisure
time. It was not the work during rostered hours that provided
the most angst for trainees, but rather the unrostered hours,
weekend ward rounds, and demanding on-call requirements.
Complicated medical issues were cited as making routine on-
calls more demanding than in other specialties.
Flexible work hours (both in training and as future
consultants) were desired by a large number of respondents.
Although many respondents mentioned nephrology as a
poorly remunerated specialty, only a small group of
respondents (n¼ 6) cited dissatisfaction with financial
remuneration as the major deterrent for pursuing a career
in renal medicine.
These findings were in contrast to those of the second
group, that is, those considering nephrology as a career
possibility, who described ‘interesting’ and ‘challenging’
experiences within a friendly, supportive unit. Rather than
the end-stage renal failure/dialysis focus, this group made
positive references to transplantation and interesting phy-
siology and electrolyte disturbances. The continuity of care
and general medical exposure was viewed favorably. Around
a third of this group cited a positive career influence from a
registrar or consultant either as a mentor or as a personal
inspiration.
This research, the first of its kind that we are aware of,
highlights that nephrology must be seen as potentially
rewarding and have no specific disincentives to be considered
a career possibility. At least in Australia, and possibly in other
parts of the world, changes are required at system,
departmental, and individual levels, and we need to market
our specialty’s strengths as seen by the trainees.
Pressures exist to stream early into specialist careers,5,6 yet
evidence suggests;4,7,8 that many trainees change their career
mindset beyond their third-year postgraduation and it is
essential that training colleges and government health
agencies preserve vocational flexibility. Our research suggests
that individual nephrology units should focus on improving
the experience of those doing renal terms in their early years,
emphasizing the interesting and minimizing the mundane,
with the trainees feeling that they are valued team members.
Although these may appear ‘motherhood’ statements, this
study clearly shows that a trainee doctor whose experience of
nephrology is confined predominantly to the dialysis
population is unlikely to see renal medicine as attractive. In
Australia, and perhaps in other countries suffering similar
renal workforce problems, the typical trainee’s exposure to a
burden of the end-stage renal failure does not nurture a
passion for nephrology and fails to focus on the positives
noted in this research, including the management of renal
transplant recipients, glomerulonephritis, and physiology-
based problems. The fact that dialysis patients do not get
‘better’ is seen in a negative light and the perceived long-term
Box 1 |Major categories for excluding nephrology as a career
(multiple reasons permitted)
1. Drawing on negative experiences (n¼ 99)
Issues surrounding dialysis
Dependency on other service providers (for example, vascular
surgeons)
Topic found to be unappealing
Perceived lack of appreciation from staff and patients
2. Workforce issues (n¼ 85)
Poor remuneration
Workload
3. Training demands and issues (n¼ 14)
4. Passion for another specialty (n¼ 17)
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poor prognosis detracts from the sense of trainees’ hope. We
are not advocating ‘tricking’ trainees into pursuing nephrol-
ogy by displaying renal medicine with a veneer different from
the eventual work undertaken, but rather to enhance
recruitment by modifying the training exposure. The
trainees’ impression of a long-term nephrology career could
be made more rewarding by diluting the impact of the
‘mundane’ aspects of dialysis. Likewise, exposure to general
nephrology clinics (including rural-based practices), private
nephrology rooms, and subspecialty areas of interest such as
obstetric medicine should contribute to providing a more
rewarding and balanced training experience.
Another area of required restructure is the human
resources devoted to training. It will be crucial to increase
supervisory roles if trainee numbers are to increase to meet
future service demands. This requires advanced planning. At
a local level, such a dedication to training would require the
entire department to prioritize training and recruitment of
trainees.
The importance of mentorship is crucial to trainees’
consideration of career paths.8,9 Unfortunately, in the current
stretched nephrology workforce situation, the time devoted
to training, teaching, and supervision is often the most
vulnerable. If the charge of mentoring and supervising junior
and specialist trainees were an acknowledged duty with
enforced protected time for both trainer and trainee, it might
be possible to demystify renal medicine by engaging the
trainees’ clinical or research interest. Improved intradepart-
mental efficiency may permit some extra training/supervisory
capacity, but in most cases further changes will require
increases in staff and funding.
The overwhelming workload is a difficult issue and one
that is circular in nature. The greater the workload, the more
overworked the staff, and the less desirable the specialty
appears to prospective trainees; attracting trainees may be
possible with increasing remuneration, but the net effect
of this is likely to be small.10 A study in the United
States of America11 examined the relative merit of income
versus non-economic factors such as annual leave and more
certain work schedules. The authors’ economic modeling
suggests that improving work-time lifestyle opportunities
would be more effective than the offer of increased earnings.
Australia is currently lacking such informative research,
but the responses of trainees in our study lend support to
this notion.
A worldwide medical workforce shortage exists, resulting
in global competition for medical graduates.12 A knowledge
of the drivers and determinants surrounding medical
subspecialties has important implications for nephrology
remaining competitive with other specialties. Trainees are
‘voting with their feet,’ and addressing their concerns is the
best way to increase recruitment and retention. As an
international nephrology community, many of our workforce
issues traverse country borders, creating an ideal opportunity
to capitalize on our global experience and knowledge,
promoting constructive discourse to solve a complex issue.
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